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CHAPTER 1 
INTRODUCTION AND PROBLEM STATEMENT 
Health care delivery system reform is one of the most 
critical policy issues to be addressed in this decade. A 
major component of that issue is the provision of effective 
and affordable long-term care. As the number of elderly in 
the U.S. continues to grow, the burden of care for older 
adults remains primarily with family caregivers (Special 
Committee on Aging, 1990), usually the woman in the family 
(Jones & Vetter, 1984). As policy makers increasingly look 
to the family as a resource to hedge against rising 
health care costs, social service providers and health 
professional are concerned about family capabilities and the 
consequences of long-term caregiving (Montgomery, Gonyea & 
Hooyman, 1985; Tobin & Kulys, 1980). 
Many families willingly and lovingly care for frail 
elders. However, increased levels of family stress and 
personal stress for the primary caregiver often result when 
a chronically ill or disabled elder is cared for in the home 
(Archibold, 1980; Fengler & Goodrich, 1979). Economic 
resources, family structure, quality of relationships, and 
other competing demands on family time and energy create a 
variance in the amount of involvement the family has in the 
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care of elderly relatives (Brody, Poulschock & Masciocchi, 
1978). Both policymakers and concerned professionals have 
called for interventions to support family caregivers 
(Callahan, et al, 1980; Moroney, 1976; Schorr, 1980; Sussman 
& Peter, 1981). 
Society has responded to the needs of the growing 
number of families caring for the elderly by developing 
programs to support caregivers of elderly in the home. One 
answer to the demand for supportive programming to prevent 
premature and inappropriate institutionalization of the 
frail elderly has been the development of adult day care 
centers (Weiler & Rathbone-Mccuan, 1978). Adult day care is 
the fastest growing component of community-based long term 
care. There are currently over 3,000 programs in operation 
across the U.S. Center size varies. Average capacity is 36 
(range 10-100), average enrollment is 44 (range 8-135), and 
average daily attendance is 22 (range 5-74). Payment 
sources include private or out-of-pocket payment, private 
insurance, government funds, grant dollars, and community 
donations (Partners in Caregiving: The Dementia Services 
Program of the Bowman-Gray School of Medicine, Wake Forest 
University, 1995). Adult day care provides respite for 
caregivers by offering a safe, secure care alternative while 
they attend to jobs, self-sustaining leisure activities, or 
other matters. Professional adult day care staff also 
provide counselling, education, and referrals, helping 
3 
caregivers better perform and cope with their own 
responsibilities, and helping them identify and access their 
available support network (Weiler & Rathbone-Mccuan, 1978). 
Environment and activities are designed to promote and 
preserve the older adult's physical, mental and social 
health. Maximum levels of wellness and functional potential 
in the older adult also benefit the caregiver. Thus the 
caregiver is both a recipient and beneficiary of services. 
Because the functional ability of the caregiver is a 
key factor in successfully providing care for the frail 
elderly in the home, health promotion and health maintenance 
for the caregiver is of primary importance. The leading 
cause of nursing home admission is the death or illness of 
the individual's primary caregiver. Increased levels of 
family stress and personal stress for the prmary caregiver 
often result when a chronically ill or disabled elder is 
cared for in the home (Archbold, 1980; Fengler & Goodrich, 
1979). Several factors may contribute to stress experienced 
by caregivers of the frail elderly. These include the level 
of care the elder needs, imposed changes in family roles, 
and demands on time, space and money. Jones and Vetter 
(1984) found high levels of distress and psychological 
morbidity among caregivers of dependent elderly, due in part 
to social isolation. 
Mobilization of social support structures is an 
integral compenent of health promotion interventions (Walsh, 
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1990) and may be of special importance to caregivers of the 
frail elderly. Understanding factors that may influence the 
caregivers' network and perception of support is important 
for adult day care professionals. Therefore research is 
needed which explores caregivers' social networks and social 
support. 
CHAPTER 2 
REVIEW OF THE LITERATURE 
Social support is defined as various forms of aid and 
assistance supplied through continuing relationships with 
family, friends, neighbors, and others (Caplan, 1976) which 
results in perceived endorsement as well as the perception 
of receiving help (Kahn, 1979). Barrera and Ainlay (1983) 
categorized social support as material aid, behavioral 
assistance, intimate interaction, guidance, feedback, and 
positive social interaction. Pratt, et al, (1985) included 
spiritual support as a component of social support. Kahn & 
Antonucci (1980) differentiated affect (expressions of 
liking, admiring or respecting), affirmation (expressions of 
agreement and approval), and aid (the giving of direct 
assistance) as forms of social support. The characteristic 
of reciprocity is considered a key element in supportive 
relationships (Cohen & Willis, 1985; Gelein, 1980; Robinson, 
1990) and would apply to the meaning or status of 
relationships as well as actual behaviors. 
Social support may be conceptualized as a life stress 
moderator through a network of communication and mutual 
support (Cobb 1976) and as a stress buffer. Social support 
influences an individual's perception of stress in a given 
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situation (Cohen & Wills, 1985). Tangible and intangible 
forms of support delivered to individuals under stress 
enable them to deal more effectively with their situation by 
bolstering self-esteem and confidence, and providing 
physical and informational resources for problem-solving 
(Brim, 1974; Caplan, 1976; Cobb, 1976; Craven & Wellman, 
1978; Gelein, 1980; Henderson, et al, 1978; Hirsch, 1980; 
Pattison, 1977; Robinson, 1990; Weiss, 1978). Gelein (1980) 
maintains that sensitivity to individual needs in natural 
support system interventions is the characteristic that 
buffers against disease. Caplan (1976) emphasizes that 
social support is not just crisis-oriented, but relates to 
the continuing enhancement of growth within relationships. 
Relationships within an individual's social network of 
family, friends, neighbors, and acquaintences are the 
primary source of social support (Andrews & Withey, 1976; 
Bateson, 1972; Brody, 1967; Brody, Poulshock & Masciocchi, 
1978; Cohen & Wills, 1985; Gelein, 1980; Mitchell, 1969; 
Murray, 1988; Pender, 1982; Shanas, 1979; Special Committee 
on Aging, 1990). In Mitchell's (1969) social network 
theory, the properties of a social network are described in 
terms of morphology, having to do with the links in the 
network, and interaction, re.lated to content, directedness, 
durability, intensity, and frequency of the links. 
Maintenance of strong, integrative relationships with 
members of the social network is related to the 
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accessibility of social support (Brody, 1967; Gotlieb, 1981; 
Pratt, et al, 1985; Robinsoon, 1988; Robinson, 1990; 
Sarason, et al, 1983; Sarason, et al, 1986; Tolsdorf, 1976). 
Social skills involve communication techniques. 
Assertiveness, self-disclosure, conversation skills, and 
responsiveness are identified as essential to the 
establishment and maintenance of relationships in the social 
network (Gotlieb, 1981; Robinson, 1988). Development of 
these skills begins in childhood. If not developed 
adequately, an individual may demonstrate reluctance or an 
inability to draw on support from the social network 
(Tolsdorf, 1976). Inadequate social skills potentiate the 
social isolation for which caregivers are at high risk 
(Rook, 1984). 
In a critique of theoretical and methodological 
problems related to the buffering hypothesis of social 
support, Thoits (1982) suggested that an individual will be 
buffered to the extent that he/she is able to retain a high 
level of social support when changes occur. Robinson (1990) 
demonstrated a relationship between the concepts of social 
skills and social support among caregivers of older adults 
with dementia. Peznecker and Zahlis (1986) discussed the 
benefits of utilizing a mutual-help group setting, 
established to provide social support, to improve members' 
social skills, such as communication and problem solving. 
CHAPTER 3 
CONCEPTUAL FRAMEWORK 
This study further examines the relationship between 
social skills and social support, replicating part of 
Robinson's (1990) study of the relationships between social 
skills, social support, self-esteem, and burden among 
caregivers of older adults with dementia. The theoretical 
framework is based on Tolsdorf 's (1976) conceptualization of 
social networks, social support, and coping. Tolsdorf 
theorized that individuals mobilize their social support 
networks in response to stressors that tax their resources 
beyond an ability to meet demands. The burden of caregiving 
is congruent with the definition of stress as "an 
interaction between an individual and his environment such 
that tax his individual and network resources to the extent 
that strong consequences ensue from his failure to meet the 
demands" (Tolsdorf, 1976, p. 414). An individual's attitude 
toward and interaction with his social support network 
affects the ongoing size and quality of the network. 
Furthermore, network orientation (positive or negative) 
influences an individual's liklihood to mobilize his network 
and thus receive the needed support. Self-esteem is 
influenced by an individual's ability to cope with internal 
8 
and external stressors. Figure 1 (Robinson, 1990) 
illustrates the conceptual model and highlights the 
hypothesis of this study: a higher level of social skills 
will be correlated with greater levels of social support 
among caregivers of the frail elderly. 
9 






Figure 1. Theoretical framework. 
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Study Design and Instrumentation 
The study is a descriptive cross-sectional survey of 
caregivers of the frail .elderly using a mailed survey 
instrument package or an in-person interview. Gambrill and 
Richey's (1975) Assertion Inventory, as modified by Robinson 
(1990), is used to operationally define social skills. The 
instrument lists 33 communication and interaction situations 
related to giving and receiving feedback, and assertiveness 
in conversation and confrontation, including personal and 
service-provider interactions. Subjects using this tool are 
requested to first indicate their degree of discomfort 
related to each situation on a 5-point Likert scale ranging 
from (1) none to (5) very much. They are then asked to 
indicate their liklihood of responding with the specific 
behaviors on a 5-point scale ranging from (1) always to (5) 
never. Persons with the abililty to communicate 
effectively, give and get feedback, and express their needs 
comfortably are assumed to be assertive and have good social 
skills. Persons who have high scores on discomfort or 
liklihood are assumed to not communicate as effectively and 
do not feel comfortable expressing their needs. Thus, high 
1 1 
scores on the Gambrill & Richey Assertiveness Inventory 
indicate less assertiveness and social skills, and low 
scores indicate greater assertiveness and social skills. 
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Social support is operationally defined using the 
Norbeck Social Support Questionnaire (NSSQ) (Norbeck, 
Lindsey, and Carrieri, 1981). This instrument measures 
multiple dimensions of social support by first requesting 
that subjecs list "each significant person" in their life 
and indicate their relationship with that person (e.g., 
spouse, friend, healthcare worker). The subject then 
answers a series of questions for each person listed in 
their network. Subscales of emotional support and aid are 
added to measure the functional dimension of social support. 
Subscales of the number of persons listed, the duration of 
the relationships, and the frequency of contact are added to 
measure the network dimension of social support. Subscales 
that measure loss were not relevant to this study and were 
excluded. 
Sample Selection 
A convenience sample of adult caregivers was recruited 
from four adult day care centers in a large midwestern 
metropolitan area. Study participation was limited to 
caregivers of elderly persons with irreversible dementias 
who attended adult day care at least two days a week. 
Consistent with Robinson's (1990) recommendations for future 
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research, the sample was also limited to primary caregivers 
of impaired older adults still living at home. 
Procedure 
A letter of introduction and explanation was sent to 74 
caregivers. The following week calls were made to further 
explain the study, answer questions, invite participation, 
and explain the consent form. 
The care of demented individuals creates a great deal 
of scheduling uncertainty. To facilitate caregivers' 
ability to complete questionnaires at their convenience and 
when they might be most able to give careful consideration 
to their responses, two options were offered for 
participation in the study: 1) mailed questionnaires 
followed by telephone instructions, or 2) an in-person 
interview. In all cases, signed consent forms were obtained 
and concise instructions were given from a carefully 
prepared and strictly followed script. 
Response 
Of the 74 persons invited to participate, 36 (48.65%) 
consented to participate. Of the questionnaire packets 
mailed or administered, 33 were returned for a response rate 
of 91.67•. Interestingly, only one caregiver requested an 
individual interview. Interruptions occurred throughout the 
interview and the respondent became quite distracted, making 
reliability questionable. To promote homogeneity of the 
sample, data from the interview was eliminated from the 
study. Two of the questionnaire packets returned by mail 
were eliminated because of failure to complete all forms. 
The final sample was comprised of 30 subjects, all of whom 
completed and returned mailed questionnaires. 
Data Analysis 
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Demographic data was analyzed to describe 
characteristics of the sample. The NSSQ was analyzed based 
on the recommendations for questionnaire analysis supplied 
by Norbeck (Norbeck, personal communication, September 22, 
1995; Norbeck, Lindsey, & Carrieri, 1981). Norbeck suggests 
combining certain subscales to create new variables. These 
are: total function, which is a dimension of social support 
representing emotional support plus tangible aid, and total 
function, which is a combination of the number of people in 
a person's social network, the duration of relationships, 
and the frequency of contact. 
The Assertiveness Inventory was also analyzed according 
to instructions provided by the author (Gambrill & Richey, 
1975). High scores indicate discomfort in social situations 
and that the person is unlikely to act assertively. 
Multiple item scales were added for total scale scores. 
Pearson product moment correlations were conducted to 
examine relationships among the variables. Additional 




Description of the Sample 
Caregivers were primarily female (83%) and were usually 
spouses or daughters. Subjects ranged in age from 32 to 84 
(mean= 59), with 36.4% of the subjects over age 65. Years 
of education ranged from 10-20 with a mean of 13.83. 
Subjects were primarily Caucasian (76.7%). The ethnic 
distribution among the sample was representative of the 
overall adult day center population as well as the 
geographic area served. Religious preference among the 
sample was 50% Catholic, 20% Protestant, 10% Jewish, and 
13.3% other (which included 1 Greek Orthodox subject). Only 
two subjects indicated no religious preference. Some degree 
of religious activity participation was indicated by most 
subjects (73.3%). 
Most subjects (60%) reported no employment outside the 
home at the time of the study, but this includes 11 
individuals age 65 and over. Although most caregivers 
(56.7%) lived in households of three or more people, 43.3% 
lived only with the older adult for whom they were 
caregiver. Table 1 illustrates these data. 
15 
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Inactive 
1-2 times a year 
About once a month 
Weekly 
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Two 
Three 
Four or more 

















































Analysis of the Primary Variables 
Discomfort represents the degree of discomfort with 
various situations requiring assertiveness. Liklihood is 
the liklihood of doing the assertive behavior. Together 
discomfort scores and liklihood scores measure social skills 
by indicating assertiveness. Total function is the 
dimension of social support representing emotional support 
and tangible aid. Total network is the dimension of social 
support representing the number of persons listed by study 
subjects, the duration of their relationships, and the 
frequency of contact. These are the primary variables of 
the study. It was hypothesized that a higher level of 
social skills among caregivers would be correlated with 
greater levels of social support. 
Total function was negatively correlated to discomfort 
(r = -0.50) and liklihood (r = -0.47), indicating that 
caregivers' perception of emotional support and aid from the 
significant people in thier lives was related to their level 
of assertiveness. This suggests that caregivers who receive 
aid or emotional support from their network are the most 
assertive. Total network was negatively correlated to 
discomfort (r = -0.41) and liklihood (r = -0.54), indicating 
that caregivers reporting higher quality and greater 
stability of network relationships were more assertive. 
Each of these correlations was significant at p<.05 and 
supported the study hypothesis. Table 2 displays 
correlations of the study's primary variables. 
Table 2.--Correlation coefficients of primary study 
variables (p<.05) 
Discomfort Liklihood 
Emotional Support r - -0.42 r - -0.34 
Aid r = -0.42 r - -0.46 
Total Function r = -0.50 r - -0.47 
Total Network r = -0.41 r - -0.54 
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Table 3 shows correlations between selected demographic 
variables and the main study variables. No significant 
correlation was demonstrated between the age of caregivers 
and liklihood (r • 0.06), discomfort (r • 0.06), total 
function (r • -0.04), or total network (r • -0.11) 
indicating that age had little to do with level of 
assertiveness or social support in the sample studied. The 
same was true for correlations between the education level 
of caregivers and the primary variables liklihood ( r • 
0.02), discomfort (r • -0.04), total funciton (r = 0.01) and 
total network (r • 0.19). Thus, among the sample (who were 
primarily middle aged or elderly and who were fairly well 
educated, white, middle-class people) age and education did 
not show significant correlation with social skills and 
social support. 
Surprisingly, the number of people in the home and the 
caregivers' level of perceived functional support (total 
function) were inversly related (r • -0.28). To further 
evaluate this finding Pearson correlations were performed 
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between the number of people in the home and subscale 
components of the variable total function. Results showed 
that the number of people in the home was not related to the 
caregivers' perception of assistance (aid) from their 
network (r = -0.02), but was negatively related to 
perceptions of emotional support (r = -0.42). Among this 
sample of caregivers, having more people in the home seems 
to have a negative impact on perceptions of emotional 
support. Perhaps having more people available for 
assistance creates expectations that, when unmet, feels like 
the withholding of love and caring. Further research is 
needed to explore this finding. 
Table 3.--Correlation coefficients of primary study 
variables and selected demographic variables 
People 
Age Education in the home 
Liklihood r = 0.06 r = 0.02 r = -0.01 
Discomfort r • 0.06 r "' -0.04 r = 0. 10 
Total Function r = -0.04 r = 0.01 r .. -0.28 
Total Network r '"' -0.11 r = 0. 19 r = -0. 1 0 
Education r = -0.35 
Employment r - 0.47 
Table 4 shows the distribution of support sources by 
relationship categories. Family members/relatives were by 
far the primary sources of support for the caregivers 
(47.6%). Nineteen (19) subjects indicated they were married 
at the time of data collection, but only 12 included their 
spouse on the network list. This may be due to the 
20 
dependent spouses' inability to continue relating to their 
caregiver as a spouse because of the level of dementia. 
Only one-third of the subjects identified health care 
providers as sources of support. This is especially 
notable, since study subjects were recruited from adult 
day care programs with nurses on staff. Included in the 
"Other" category were three social workers and two hired 
sitters. The social workers may have been day care staff or 
employed by other community agencies. 
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Without exception, Pearson correlations demonstrated 
relationships supporting the hypothesis at a 95% confidence 
level. That is, high levels of social skill as measured by 
assertiveness scores were significantly related to high 
levels of social suport among caregivers of elderly with 
dementia enrolled in adult daycare. These results support 
Robinson's (1990) findings in a similar study. Caution must 
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be used when making generalizations from this study because 
of the small sample size. Further testing of the hypothesis 
is needed with larger samples and with samples from 
different ethnic and socioeconomic groups. 
The concept of social support as a moderator (Cobb, 
1976) or buffer (Cohen & Wills, 1985) of life stress may be 
reflected in the greater or lesser levels of stress related 
to certain demographic characteristics of caregivers. Some 
demographic characteristics may foster social support that 
decreases caregiver burden (stress), while other 
characteristics may actually contribute to the stress of the 
caregiving situation. 
To explore this issue, the study sample was divided 
into pair groupings according to various demographic 
characteristics for comparison of primary variable mean 
scores (see Table 5). Although t-tests failed to 
demonstrate statistical significance due to small subgroup 
numbers, the differences in mean scores do provide 
interesting comparisons for disucssion. 
Higher levels of social skill (low discomfort and 
liklihood scores) and more social support was found among 
caretgivers who were under age 65, had some college level 
education, were employed outside the home at least part-
time, and who utilized adult daycare services 4-5 days a 
week. Less social skill (higher discomfort and liklihood 
scores) and less social support was found among caregivers 
Table 5.--Demographic subgroup means 
Assertiveness Social Support 
n Discomfort Liklihood Total Function Total Network 
Males 5 81. 40 95.00 148.60 82.60 
Females 25 78.24 97.00 159.44 91.56 
(difference) (3 .16) (2 .00) (10. 84) (8. 96) 
Married 19 81. 21 98.47 150.21 89.58 
Not married 11 77.92 97.69 131. 4 7 70.22 
(difference) (3. 29) (0. 78) (18. 87) (19. 36) 
< 12th grade education 10 83.40 98.80 144.50 72 .20 
> 1 year college 20 76.45 95.60 164.20 99.00 
(difference) (6. 95) (3. 20) (19. 70) (26. 80) 
Under age 65 19 77.16 95.11 166.32 97.79 
Age 65 and over 11 81. 55 99.36 142.64 76.73 
(difference) (4. 39) (4. 25) (23. 68) (21. 06) 
Employed 12 77.67 94.00 179.75 113.92 
Not employed 18 79.50 98.44 142.89 74.17 
(difference) (1. 83) (4. 44) (36. 86) (39. 75) 
Religious activity ~weekly 13 82.31 98.92 169.77 95.23 
Religious activity 5_monthlly 17 76.07 94.94 148.35 86.12 
(difference) (6. 24) (3. 98) (21. 42) (9 .11) 
Daycare 2-3 days/week 14 83.94 99.75 140.31 73.25 
Daycare 4-5 days/week 6 72. 86 93.14 177.43 109.29 




who were age 65 and over, had 12 years of school or less, 
were not employed outside the home, and who utilized adult 
day care only 2 or 3 days a week. These differences may be 
due to many factors. Those caregivers employed or of 
employment age, and having some education beyond high school 
may be better able to afford adult day care as well as other 
support services. Employment may impact social skills and 
social support by providing caregivers with opportunity for 
interaction with other individuals, preventing isolation and 
facilitating network expansion. As indicated by mean scores 
for discomfort, the experience of higher education may have 
some impact on internal dimensions of assertiveness, such as 
confidence. Further study is needed to determine the 
significance of these differences. 
Male and female caregivers demonstrated little 
difference in mean scores. Male caregivers {n•5) reported 
slightly less social support and slightly less liklihood of 
being assertive than female caregivers (n•25), and expressed 
slightly greater discomfort related to assertiveness. 
Disparity in the two subgroup sizes prevents the drawing of 
conclusions. Further comparison of male and female 
caregivers is needed to assist professionals in identifying 
needs which may differ between gender groups. 
Mean scores for caregivers who were married at the time 
of the study indicate they were slightly less assertive, yet 
received or perceived more support than the unmarried 
24 
caregivers. There was a similar finding on the variable of 
frequency of religious activity. Mean scores of those who 
participated in religious activities daily or weekly 
indicated somewhat less assertiveness, especially discomfort 
level, and more support, especially functional support. 
Further research is needed to determine the significance of 
marital status and participation in religious activity among 
caregivers. 
The greatest differences in mean scores were 
demonstrated between caregivers of older adults attending 
adult day care 2-3 days a week and those attending 4-5 days 
a week. This strongly suggests that those caregivers 
utilizing adult day care services less than 4 days a week 
may need direct social support interventions as well as 
interventions to improve their social skills. More research 
involving caregivers of adult daycare participants is 
certainly indicated. 
Implications 
For professionals in aging services, this study clearly 
implies the need to more fully assess caregivers. Some 
caregivers may need assistance identifying their support 
network. Support groups for caregivers provide both social 
support and a setting in which to improve social skills. 
Some may need counselling, or direct intervention, to help 
them relate to their network members in a manner that 
results in active support. Professionals may need to role 
25 
play with caregivers to promote assertiveness. Others may 
need interventions that directly satisfy support deficits, 
such as referral to agencies to assist with transportation, 
housekeeping, and personal care. 
This study strongly suggests that adult day care 
professionals need to identify themselves to caregivers as 
part of their support network as direct providers of support 
and as facilitators of support. The adult day care setting 
provides a significant opportunity for social support 
interventions on behalf of frail older adults and their 
caregivers. It also provides many opportunities for further 
research into the issues identified. 
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